DEFINING COMPASSION
Internationally, compassionate care remains at the centre of nursing practice. Compassion is defined in various ways with a lack of consensus on a universal definition. However, there are shared understandings in relation to compassion, and in reviewing the plethora of definitions of compassion, Strauss et al. (2016) proposed five elements consisting of recognizing suffering, understanding the universality of human suffering, feeling for the person suffering, tolerating uncomfortable feelings, and motivation to act/acting to alleviate suffering. The basis for these elements of compassion is aligned to the Latin source of compassion for cum which means 'with' and patrior 'to suffer' (Patterson et al. 2011) and requires a profound understanding of someone else's suffering (Chochinov 2007 ). The emphasis is not limited to recognizing other feelings of distress and misfortunes but also the willingness to identify and enact any action to alleviate such sufferings (Straughair 2012) . Compassion is a reaction to empathy (Fernando & Consedine 2014; & Nathoo 2017) . The broad consensus is that compassion is an innate part of nursing (Goodrich & Cornwell 2008) which can positively impact on the effectiveness of treatment (Epstein et al. 2005) .
So, while there is a consensus around the elements that together comprise compassion, there is somewhat less clarity around who is worthy of or deserves compassion. Nussbaum (1996) suggests that compassion has three conditions: the pain is grave; the person does not merit the pain; and the purpose of the provision of compassion is commendable. This way of framing compassion calls for value judgements in relation to the idea that a person might deserve to suffer and that compassion can be enacted (or withheld) if to do so is commendable. Clearly, this way of thinking about compassion is at odds with nursing ethos of nonjudgemental care for all people. Therefore, providing care with compassion is not given based on whether a patient is a deserved or underserved one.
Interpreting Nussbaum's (1996) view in the prison context could thus propose that if a prisoner is suffering, this misfortune is deserved and therefore the person is not worthy of a compassionate response. This argument is particularly pertinent to the prison population considered as medically underserved by being largely a population outside the purview of healthcare provision before incarceration. As such, a perceived burdensomeness in the impersonal prison environment could reinforce a sense of thwarted belongingness and isolation where prisoners may feel unwilling to seek help.
CHALLENGING CUSTODIAL VALUES AND BELIEFS
In prison settings, compassion is a contentious topic and has been subjected to debate with divided opinions (Golash 2005; Ward & Salmon 2011) on whether nurses working in these settings should or could be compassionate towards prisoner patients. Arguing the point on prisoners who lacked capacity for moral agency and failing to show remorse, Ward and Salmon (2011) underlined the viewpoint that condemnation and antipathy towards these prisoners who have intentionally caused serious harms to others may be justified while Golash (2005) is opposed to such feelings and advocates a dispassionate stance where all prisoners are treated with compassion. Strauss et al.'s (2016) fifth element of compassion emphasized the active will to be compassionate. However, this active resolve can be taxing as prisons house many individuals who may be victims of life circumstances with whom it may be easier to empathize with. The use of deceit to manipulate the system and exploit staff for more comfortable and protective prison conditions as a mean of surviving harsh prison conditions by some prisoners is not uncommon (Cornelius 2005; Elliott & Verdeyen 2003) with staff reporting feeling of anger and frustration to care for these prisoners (Walsh et al. 2014) . It can be argued that maintaining a compassionate attitude for all prisoners irrespective of their crimes and behaviours while keeping one's personal feeling in check can be a challenging endeavour. The negative views of prisoners held by clinicians who care for prisoners who challenged their practice are a facet of prison nursing that has not been well explored. Walsh et al. (2014) argued that there is an understandable reluctance on part of staff working in prison to engage in the reflection of their practice which makes interpretive research in this area a testing endeavour. The compassionate nurse attempts to recognize, acknowledge, and deal with what is behind the patient (prisoner) without compromising their professionality. In prison, some nurses have reported that they would prefer not to know the index offence of prisoners in their care to effectively reconcile opposing personal and professional values (Ramluggun 2013) . Studies investigating nurses' feelings in working with these prisoners are limited with only a few reporting that nurses felt uncomfortable caring for prisoners who have committed sexual crimes (Correy & Goren 1998; & Seidl et al. 1993) .
Therefore, the potential moral conflict in caring for prisoners who have committed appalling crimes raises some complex ethical issues. There seems to be a dissonance between nurses' ethical reasoning on what is professionally expected of them and their personal feelings for the relational ethical demands imbedded in these situations. Nurses, like most people, are not saints or angels and such conflicting sentimental morality requires a balance to be struck between maintaining professionalism and one's principles. Hence, the positive or adverse impact of nurses' past life experiences on their practised disposition in the prison setting is worthy of consideration.
SITUATIONAL CHALLENGES
Providing compassionate care in the prison setting is also fraught with many challenges ( Van der Cingel 2009 . As an outpost of society where social problems are distilled, the dynamics of the interrelations between the two main protagonists (prison officers and prisoners) are governed by a set of prescribed rules and behaviours. Healthcare professionals (HCPs) practicing at the interface between custody and care face unique challenges and circumstances in negotiating these protocols (Dhaliwal & Hirst 2016) . Consequently, on an organizational level, nurses' values and aspirations to such a unique, complex and challenging environment primarily designed for incapacitation where procedural security measures imposed restrictive boundaries to accessing prisoners to provide compassionate care can be very testing. These measures are imperative to the credibility of the prison system to safely keep prisoners in custody to maintain public safety but create a rigidly structured and regimented environment which closely regulates prisoners' lives and equally, the daily work of prison officers and nurses. Restrictive boundaries may limit access to prisoners and active engagement to establish and consolidate rapport with them for empathetic exchange.
Furthermore, the primacy of the divergent roles in addressing security needs versus therapeutic needs can set security-minded prison officers and nurses at odds with each other on what would best serve the wellbeing of prisoners (Alderson et al. 2013) . This point can be further illustrated in other secure mental health settings, where clinicians have to balance therapeutic practice with the need for security (PolczykPrybyla and Gournay, 1999), a state of affairs described as the 'double-barrelled conflict' by Burrow (1993, p 46) . It has been reported that nurses in custodial setting are viewed by prisoners as merely 'agents for social surveillance and control' (Devnick 2009 p. 33) which can potentially affect therapeutic exchanges with prisoners and collaborative working with prison officers.
In some situations, criticisms of nursing practice which displays compassion and support for prisoners from prison officers are not uncommon and can foster a general sense of discontent (Mercer et al. 2008) . The social identity theory postulates that the attitudes and behaviour of members of one group towards the other depend on the members' professional identity and how the group members compare and differentiate themselves from another group depends on the context and which identity is more salient (Ellemers & Haslam 2012) .
ENABLING COMPASSION IN PRISON
Compassion in its complete meaning requires understanding the patient (prisoner), by entering their world (Jormsri et al. 2005) , showing concern and a personal motivation (Mohan 2002) to actively share and empower them (Perry 2009; & Schantz 2007) to alleviate their suffering (Dewar 2011) . Van der Cingel (2014) stipulates that if compassion is to be recognized as a significant element of care, compassion needs to be accessible to everybody who suffers, irrespective if the pain originates from good or bad behaviour. Curtis (2014) further suggests that the right to equal care is part and parcel of all HCPs' codes of conduct. Thus, providing care with compassion should not be given based on whether a patient is a 'deserved or underserved' one, as expressing disapproval of the patients' criminalities is not within the remit of the nurse.
It also warrants a degree of adaptation to the organizational culture of the prison by embedding the dynamic security and operational policy to establish and maintain a collaborative working relationship with prison officers. The essential ingredients to overcoming the cognitive challenges of collaboration interdisciplinary working in this setting are mutual respect and understanding of each other's roles and responsibilities without compromising professional nursing values and behaviours. Hence, the concept of compassion in prison should be informed by clarity of purpose that stems from a pragmatic appraisal of nursing at the interface of the prison service and an honest evaluation of one's moral barometer when practicing in the austere prison environment.
CONCLUSION
Nurses' practised disposition for compassionate care requires a genuine humane endeavour to alleviate their patients' suffering regardless of whether the patient is an offender. However, the provision of compassionate care does not rest solely on personal qualities such as being kind and helpful but depends on other influences within the working environment.
In prison settings, multifaceted factors can conspire to impede nurses' motivation and willingness to feel and show compassion within a work context that is predominantly designed around custodial policies and practices. It is imperative to have an evidence-based collaborative response from healthcare providers and the Prison Service to address the mitigating factors for compassionate care and approaches that can enable the commitment to practice compassionately. This requires an open workplace culture that encourages nurses to have a frank discussion without recriminations on the challenges to deliver compassionate care in a supportive reflective forum. 
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